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Background Despite considerable
research investigating the relationship
between a long duration of untreated
psychosis (DUP) and outcomes, there has
been much less considering predictors of a
long DUP.

Aims Toinvestigate the clinical and
social determinants of DUP in a large
sample of patients with a first episode of
psychosis.

Method Allpatients withafirstepisode
of psychosis who made contact with
psychiatric services over a 2-year period
and were living in defined catchment areas
in London and Nottingham, UK were
included inthe /ASOP study. Data relating
to clinical and social variables and to DUP
were collected from patients, relatives and
case notes.

Results Aninsidious mode of onset was
associated with a substantially longer DUP
compared with an acute onset,
independent of other factors.
Unemployment had a similar, if less strong,
effect. Conversely, family involvement in
help-seeking was independently
associated with a shorter duration. There
was weak evidence that durations were

longer in London than in Nottingham.

Conclusions These findings suggest
that DUP is influenced both by aspects of
the early clinical course and by the social
context.

Declaration of interest None.
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Research investigating the duration of
untreated psychosis (DUP) has invariably
reported long average delays from the onset
of psychosis to the beginning of treatment
(variously defined), usually of 1-2 years
(Norman & Malla, 2001). The distribu-
tions of periods of untreated psychosis in
these studies have been heavily skewed,
the majority of patients accessing treatment
within 3-6 months of onset and the minor-
ity experiencing delays in excess of a year.
Interest in DUP is driven by the apparent
association between a long period of
untreated psychosis and poor outcomes
(Drake et al, 2000; Addington et al,
2004). A recent meta-analysis of the more
methodologically robust studies of DUP
and outcomes by Marshall et al (2005)
suggests there is a modest association
between DUP and outcomes and that this
holds independently of premorbid adjust-
ment. However, Verdoux & Cougnard
(2003) have commented that most studies
investigating DUP and outcome have failed
adequately for
confounding factors — notably mode of
onset — a limitation also acknowledged by
Marshall et al (2005). Other method-
ological inconsistencies limit the compar-
ability of studies, including diagnostically
diverse samples and different definitions
and measures of DUP (Norman & Malla,
2001; Warner, 2005). Conversely, there
is a dearth of population-based studies
charting DUP, and we still know sur-
prisingly little about the determinants of
DUP.

Using data collected as part of a large
epidemiological study of first-onset psycho-
sis, we sought to investigate the relation-
ship between DUP and both clinical and
social variables. Specifically, we sought to
test the hypotheses that a long DUP prior
to first contact with services would be inde-
pendently associated with an insidious
mode of onset; socio-demographic factors
indicative of social isolation or reduced
social functioning (unemployment, living

to control potential
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alone, being single); and absence of family
involvement in help-seeking.

METHOD

This research forms part of the Aetiology
and Ethnicity in Schizophrenia and Other
Psychoses (AESOP) study. This is a three-
centre epidemiological study, conducted
over a 2-year period, of all patients with a
first episode of psychosis (conforming to
ICD-10 codes F20-F29 and F30-F33;
World Health Organization, 19924) who
presented to statutory
defined catchment areas in south-east
London, Nottingham and Bristol, UK; here
our data relate only to the first two cities.
patients
inclusion using the Screening Schedule for
Psychosis (Jablensky ez al, 1992). Each
patient who
approached to take part in the study and
permission was sought to interview a

services within

Potential were screened for

screened positive was

relative who had had recent contact with
the patient. After complete description of
the study, written informed consent was
obtained from the participants. Exclusion
criteria were age under 16 years or over
65 years; evidence of psychotic symptoms
precipitated by an organic cause; previous
treatment for psychosis; and transient
psychotic symptoms resulting from acute
intoxication as defined by ICD-10.

Data collection
Duration of untreated psychosis

Data relating to date of onset of psychosis
were collated from interviews with the pa-
tient and a close relative of the patient,
and from clinical notes using the World
Health Organization (WHO) Personal and
Psychiatric History Schedule (PPHS; World
Health Organization, 1996). Duration of
untreated psychosis was defined as the
period in weeks from the onset of psychosis
to first contact with statutory mental health
services. In line with previous studies (Craig
et al, 2000), onset of psychosis was defined
as the presence for 1 week or more of one
of the following psychotic symptoms:
delusions; hallucinations; marked thought
disorder; marked psychomotor disorder;
and bizarre, grossly inappropriate and/or
disorganised behaviour with a marked
deterioration in function. A rating of onset
was made only when there was a clear,
unequivocal description from any source
these
Previous studies have used a number of

of symptoms meeting criteria.
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different end-points in defining DUP, in-
cluding first admission (Craig et al, 2000)
and start of antipsychotic medication
(Norman & Malla, 2001). For our study,
patients were included whether they were
admitted to hospital or treated in the com-
munity, and not all were prescribed anti-
psychotic medication within the time
frame of the study. Our end-point, there-
fore, was contact with mental health ser-
vices. Interrater reliability was assessed for
the authors who rated DUP (C.M., R.A.,
J.M.L.) by each independently rating DUP
on a random subset of 50 participants. Re-
intraclass

liability =~ was  satisfactory:

correlation (two-way mixed) r=0.903.

Clinical data

Mode of onset and diagnostic data were
collected using the Schedules for Clinical
Assessment in Neuropsychiatry (SCAN;
World Health Organization, 1992b) and
the PPHS. Mode of onset was operationa-
lised and rated according to the three main
categories in the PPHS:

(a) sudden (psychotic symptoms appeared
within days of first noticeable
behavioural change);

(b) acute (psychotic symptoms appeared
within 1 month of first noticeable
behavioural change);

—
g)
-

insidious (psychotic symptoms appeared
incrementally over a period of more
than 1 month since first noticeable
behavioural change).

This is in line with how mode of onset
was defined in the WHO studies of the
incidence and outcome of schizophrenia
(Jablensky et al, 1992) and, as in previous
studies (Harrison et al, 1996), for the pur-
poses of the analysis patients were grouped
into two categories: acute (comprising the
sudden and acute modes) and insidious.

The ICD-10 diagnoses were deter-
mined using data from the SCAN (which
incorporates the Present State Examination
version 10) on the basis of consensus meet-
ings involving one of the ASOP study’s
senior psychiatrists (J.L. or R.M. in London
and P.J. in Nottingham) and other members
of the research team. Full details are pro-
vided in the report by Kirkbride et al
(2006). For the analysis, patients were
grouped into two categories of diagnosis:
schizophrenia and non-affective psychoses
(ICD-10 codes F20-29) and affective
psychoses (ICD-10 codes F30-33).

Social data

Data on ethnicity, gender, educational
level achieved, employment status, living
circumstances and relationship status at
contact with services were collected
using the Medical Research Council Socio-
Demographic Schedule (available from the
Data on the

pathway to care and family involvement

authors upon request).
in seeking help were collected using the
PPHS.

Analysis

Comparisons between groups in the sample
were conducted using x> and t-tests, as
appropriate. Our approach to analysing
the relationship between DUP and other
variables was informed by the facts that
the distribution of periods of untreated
psychosis in our sample was heavily
skewed, making the use of non-parametric
statistics appropriate, and that DUP is
time-to-event data. We began by describing
the median DUP for each group within each
variable of interest and conducting preli-
minary analyses of differences between
groups using Wilcoxon rank-sum tests.
Univariable associations between DUP and
other variables were further analysed using
survival analysis, with onset of psychosis as
the entry point and contact with services
as the end-point. We constructed Kaplan—
Meier curves and,
Pocock et al (2002), present these going
upwards to represent the cumulative prob-

survival following

ability of contact with services over time
in different groups. To aid interpretation
of these plots, 95% confidence intervals
are displayed at regularly spaced intervals,
and the x-axis is halted at the point at
which the number of remaining partici-
pants became unduly small, in this case at
18 months. Log-rank tests were performed
to assess whether the probability of contact
over time differed between groups. Initially,
univariable analyses were conducted with
the data stratified by study centre to assess
whether the same variables were correlated
with DUP in both centres. We found this to
be the case (data not shown) and conse-
quently all univariable analyses are pre-
sented with data from both centres
combined. Cox regression was used to con-
firm and quantify univariable associations
in terms of the hazard ratio, and to investi-
gate whether observed associations were
independent of potential confounders. For
these multivariable analyses, a variable for
study centre was always included to adjust
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for any confounding effects of study setting.
All analyses were conducted using Stata
version 8 for Windows.

RESULTS

During the study period we identified 511
patients: 308 in south-east London and
203 in Nottingham. Of these, sufficient in-
formation was available to rate DUP for
495 (96.9%). There was no evidence of
any significant difference between those
for whom information was available to rate
DUP and those for whom it was not (data
not shown). The small number of patients
for which other data were missing were in-
cluded and the missing values are noted in
the relevant tables. There was no evidence
that the proportion of missing values varied
systematically between key groups in the
sample.

Of the 495 patients included in the
analysis, key informant data were available
for 328 (66.3%). Case notes were scruti-
nised for all patients. There was no
evidence of any significant difference in
socio-demographic or clinical characteris-
tics or in DUP between those for whom
information from a key informant was
available and those for whom it was not
(Table 1).

Sample characteristics

Across the whole sample the median DUP
was 9 weeks (interquartile range (IQR)
2-40) 58 weeks
(s.d.=148). As in all previous research
the distribution of DUP was heavily
skewed, with a majority of patients

and the mean was

making contact with services within 10
weeks of onset and a small number
accessing services only after a very long
delay, in several cases in excess of 2 years.
The average age at onset in the full sample
was 30 years (s.d.=10); this was signifi-
cantly lower for men (mean 29 years;
s.d.=10) than for women (mean 32 years;
5.d.=10); t——3.45, P<0.001. Table 2
shows the social and clinical characteristics
of the sample.

Patients in London were more likely
to live alone, more likely to live in
rented accommodation and less likely to
have any family involved in seeking help.
The London sample was also more ethni-
cally diverse than the Nottingham sample
(data not shown). There was some evi-
dence that DUP was generally longer
for London patients than for Nottingham
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Table |

Social and clinical variables by informant interview

Informant interview

Yes (n=328) No (n=167) Statistical test P
DUP, weeks: median (IQR) 8(2-37) 12 (3-49) z=1.70 0.09
Gender, n (%)
Male 184 (56.1) 102 (61.1) x=1.13,d.f.=I| 0.29
Female 144 (43.9) 65 (38.9)
Age at onset, n (%)
1629 years 187 (57.0) 100 (60.2) x*=0.47, d.f.=I 0.49
3065 years 141 (43.0) 66 (39.8)
Age at contact, n (%)
16-29 years 174 (53.1) 90 (53.9) x*=0.03, d.f.=I 0.86
30-65 years 154 (46.9) 77 (46.1)
Ethnicity, n (%)
White British 155 (47.3) 62 (37.1) x*=9.18,d.f=5 0.10
Other White 22 (6.7) 17 (10.2)
African—Caribbean 84 (25.6) 45 (27.0)
Black African 39(11.9) 29 (17.4)
Asian (all) 19 (5.8) 6 (3.6)
Other 9 (27) 8 (4.8)
Living circumstances, n (%)’
Lives alone 147 (45.0) 73 (44.0) x*=0.04, d.f=I 0.84
Lives with others 180 (55.0) 93 (56.0)
Relationship status, n (%)?
Single 234 (71.8) 112 (74.2) ¥2=0.30, d.f.=I 0.59
In stable relationship 92 (28.2) 39(25.8)
Education, n (%)?
Up to age 16 years 206 (62.8) 87 (56.1) x?=2.20, df.=I 033
Age 1618 years 83 (25.3) 44 (28.4)
Over age 18 years 39(11.9) 24 (15.5)
Employment status, n (%)*
Unemployed 203 (61.9) 106 (65.0) x2=0.46, d.f.=I| 0.50
Other 125 (38.1) 57 (35.0)
Mode of onset, n (%)°
Sudden (< | week) 69 (22.2) 28 (17.6) ¥*=170,df=2 043
Acute (< | month) 83 (26.7) 41 (25.8)
Insidious (> | month) 159 (51.1) 90 (56.6)
Diagnosis, n (%)
Non-affective psychosis 228 (69.5) 127 (76.0) x2=2.33,d.f.=I 0.13
Affective psychosis 100 (30.5) 40 (24.0)

DUP, duration of untreated psychosis; IQR, interquartile range.

I. Two missing values.

2. Eighteen missing values.

3. Twelve missing values.

4. Four missing values.

5. Twenty-five missing values.

patients when data were analysed using
(2=1.94,
P=0.053); however, the association was
weaker when assessed using
analysis and the log-rank test (survival
curve not shown; log-rank test y>=2.34,
d.f.=1, P=0.126). As above,

the Wilcoxon rank-sum test

survival

noted
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initially univariable analyses were con-
ducted with the data stratified by study
centre;
the effect of any variable on DUP varied
by study site, all analyses are presented
below with data from both centres

as there was no evidence that

combined.
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Table2 Social and clinical characteristics

of full sample

Total sample

(n = 495)

DUP, weeks

Median (IQR) 9 (2-40)

Mean (s.d.) 58 (148)
Gender, n (%)

Male 286 (57.8)

Female 209 (42.2)
Age at onset, n (%)

1629 years 288 (58.2)

30-65 years 207 (41.8)
Age at contact, n (%)

16-29 years 264 (53.3)

30-65 years 231 (46.7)
Ethnicity, n (%)

White British 217 (43.8)

Other White 39 (79)

African—Caribbean 129 (26.1)

Black African 68 (13.7)

Asian (all) 25 (5.1

Other 17 (34)
Living circumstances, n (%)'

Lives alone 220 (44.6)

Lives with others 273 (55.4)
Relationship status, n (%)*

Single 346 (72.5)

In stable relationship 131 (27.5)
Education, n (%)*

Up to age 16 years 293 (60.7)

Age 16-18 years 127 (26.3)

Over age 18 years 63 (13.0)
Employment status, n (%)*

Unemployed® 309 (62.9)

Other® 182 (37.1)
Family involvement in
help-seeking, n (%)’

No 265 (57.1)

Yes® 199 (42.9)
Mode of onset, n (%)’

Sudden (< | week) 97 (20.6)

Acute (< | month) 124 (26.4)

Insidious (> | month) 249 (53.0)
Diagnosis, n (%)

Non-affective psychosis 355 (71.7)

Affective psychosis 140 (28.3)

DUP, duration of untreated psychosis; IQR, interquartile
range.

|. Two missing values.

2. Eighteen missing values.

3. Twelve missing values.

4. Four missing values.

5. All those of working age who were not employed
and who were not students.

6. All those who were employed (full-time or part-
time) and students.

7. Thirty-one missing values.

8. At least one family member (including partner,
adult children) involved in actively seeking help for
the patient.

9. Twenty-five missing values.
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Clinical and social correlates
of DUP

Clinical variables

There was strong evidence of an association
between DUP and mode of onset. In the full
sample, the median DUP for those with an
insidious onset of psychosis was 32 weeks
(IQR 11-99) compared with a median of
3 weeks (IQR 1-8) for those with an acute
onset (z=—13.00, P<0.001). This differ-
ence was equally evident using survival
analysis. The Kaplan—Meier survival curves
(Fig. 1) reveal a clear divergence in the
cumulative probability of contact following
onset of psychosis according to mode of
onset (log-rank test y?=211.41, d.f.=1,
P<0.001). There is a clear pattern for the
majority of those with an acute onset to

1.00

present within 10 weeks of onset, with a
small number taking much longer, in con-
trast to those with an insidious onset,
whose time to presentation is more evenly
distributed.

There were also notable differences in
DUP by diagnostic group. The median
DUP for those with a diagnosis of schizo-
phrenia or other non-affective psychosis
was 13 weeks (IQR 3-53) compared with
a median of 5 weeks (IQR 1-17) for those
with an affective psychosis (2=4.84;
P<0.001). Survival analysis confirmed this
difference (survival curve not shown; log-
rank test x2=26.20, d.f.=1; P<0.001).
Not surprisingly, mode of onset and diag-
nosis were also strongly correlated with
each other, with those with a diagnosis
of schizophrenia or other non-affective
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Fig. 1 Survival curves for mode of onset (with 95% Cl bars).
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Fig. 2 Survival curves for employment status (with 95% Cl bars).
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psychosis being more likely to experience
an insidious onset (y?=14.39, d.f.=1,
P<0.001).

Pathway and social variables

Of the social variables considered, employ-
ment status and family involvement in help-
seeking were associated with DUP. The
median DUP for those who were unem-
ployed was 13 weeks (IQR 4-52) compared
with 5 weeks (IQR 1-19) for those who
(z=4.64,
P<0.001). Once again, this association

were employed or students
was evident in the Kaplan—Meier survival
curves for employment status (Fig. 2),
which show a clear divergence in the cumu-
lative probability of contact between the
two groups over time (log-rank test
¥2=24.91, d.f.=1, P<0.001).

For those whose family was involved in
seeking help, the median DUP was 5 weeks
(IQR 1-27) compared with a median of 12
weeks (IQR 3-54) for those who did not
(z=—3.80,
P<0.001). Survival analysis confirmed this

have any family involved
(survival curve not shown; log-rank test
x?=15.22, d.f.=1, P<0.001). There was
no evidence in either centre of an asso-
ciation between DUP and any of the other
variables considered: age at onset, gender,
living alone, level of education, ethnicity
and source of referral (including by a
general practitioner).

Independent predictors of DUP

The next stage in the analysis sought to
probe these associations further using Cox
regression to quantify associations in terms
of the hazard ratio, and to adjust for poten-
tial confounders. As the end-point for the
analyses was contact with services, a
hazard ratio less than 1 indicates a longer
DUP on average (i.e. a lower ‘risk’ of
contact with services) and a hazard ratio
greater than 1 indicates a shorter DUP on
average (i.e. a higher ‘risk’ of contact with
services). Table 3 shows the unadjusted
and adjusted hazard ratios for each variable
crudely associated with DUP and for study
centre. The adjusted hazard ratios are
adjusted for age at onset, gender, ethnicity
and all other variables listed in the table.
The unadjusted hazard ratios confirm
the strong crude associations between
DUP and mode of onset, diagnosis, employ-
ment status and family involvement, and
the weak association between DUP and
study centre. After adjusting for other vari-
ables, mode of onset, employment status
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Table 3 Unadjusted and adjusted hazard ratios for contact with services over time following onset

of psychosis

Unadjusted hazard P Adjusted hazard P
ratio (95% Cl) ratio"? (95% Cl)
Nottingham (v. south-east London) 1.15 (0.96-1.38) 0.129 1.22 (0.96—1.54) 0.097
Unemployed (v. other) 0.63 (0.52—-0.75) <0.001 0.78 (0.64—0.96) 0.021
Family involvement (v. none) 1.44 (1.20-1.74) <0.001 1.24 (1.0 1-1.51) 0.038
Insidious (v. acute) mode of onset 0.24 (0.19-0.29) <0.001 0.27 (0.22-0.34) <0.001
Affective (v. non-affective) psychosis 1.67 (1.37-2.04) <0.001 1.25 (0.99-1.57) 0.056

|. Adjusted for age at onset, gender, ethnicity and all other variables in the table.

2. Fifty-three missing cases.

and family involvement retained strong
independent effects on DUP. An insidious
mode of onset, for example, was associated
with a substantially longer DUP on average
compared with an acute onset, independent
of other factors (adjusted HR=0.27, 95%
CI 0.22-0.34). There was no evidence that
the relationship between DUP and mode
of onset varied by diagnosis. Unemploy-
ment had a similar, if less strong, effect
(adjusted HR=0.78, 95% CI 0.64-0.96).
Conversely, if family members were
involved in seeking help, the time from
onset to contact was on average shorter,
independent of other variables in the model
(adjusted HR=1.24, 95% CI 1.01-1.51).
The evidence was less clear regarding diag-
nosis. After adjusting, affective psychosis
was only marginally associated with an
increased likelihood of contact over time
(i.e. with a shorter DUP on average) com-
pared with non-affective  psychosis
(adjusted HR=1.25, 95% CI 0.99-1.57).
Finally, the adjusted hazard ratio for study
centre was slightly greater than the un-
adjusted hazard ratio (adjusted HR=1.22,
95% CI 0.96-1.54).

DISCUSSION

This study is the largest population-based
investigation of first-episode psychosis to
report on DUP and associated variables. It
is also the first such study conducted
simultaneously in two distinct settings
within a single country using an identical
methodology.

Conceptual and methodological
issues

The development and early course of psy-
chosis have generally been divided into
three phases: the premorbid period, the
prodromal period and the first psychotic
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episode. Mode of onset relates to the pro-
dromal period; it categorises the period of
the development of psychotic symptoms
according to the speed at which they
emerge. However, in cases where psychosis
emerges insidiously, it is more difficult to
draw a clear line between the prodrome
and psychotic episode; the two phases blur
into each other, making the potential for
measurement error greater. It is possible,
for example, that the presence of unusual
perceptual experiences or odd beliefs dur-
ing the prodromal period can lead to onset
being dated too early in such cases (i.e.
before the criteria for onset of psychosis,
set out above, are fully met). If true, this
would overstate the strength of any associa-
tion between an insidious mode of onset
and a long DUP. We were careful to distin-
guish mode of onset from the date of onset
and subsequent DUP when making ratings,
and examination of the data suggests we
were able to do this. For example, although
the association between DUP and mode of
onset was strong, it was far from perfect:
Fig. 1 clearly shows that many people with
an acute mode of onset experienced long
periods of untreated psychosis and, conver-
sely, that a number of people with an insi-
dious onset had a relatively short DUP.
The possibility of measurement error none
the less remains and this adds an important
note of caution regarding the strength of
the association we observed between mode
of onset and DUP. Indeed, it remains an im-
portant methodological point for future re-
search, given that our approach to rating
the onset of psychosis is consistent with
that employed in other studies in this field.
Further, the difficulties encountered in some
cases in drawing a line between mode of on-
set or prodrome and the beginning of a psy-
chotic episode inevitably poses challenging
questions about how the early course of
psychosis is currently being conceptualised.
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Norman & Malla (2001) highlighted a
number of differences between studies of
DUP that limit their comparability, most
notably in relation to how DUP has been
defined. Unlike many researchers, we used
service contact as the end-point because
our sample included patients treated in the
community and patients who were not
prescribed antipsychotic medication within
the time frame of the study. None the less,
all patients were assessed by, and received
input from, mental health services (i.e.
treatment, broadly defined), and although
our definition of the end-point may limit
direct comparisons with some other studies,
it has the advantage that ours is one of the
few studies to include non-hospitalised
patients, which reduces selection bias
related to treatment decisions and illness
severity. Further, it is unlikely that many
patients were treated in a primary care
setting prior to referral to mental health
services. Only 160 (34%) of the patients
in our sample were referred to services
through primary care (Morgan et al,
2005), and prior to beginning any treat-
ment for first-episode psychosis, referral
for assessment to secondary services is
recommended (Lester, 2001). Further, as
far as we could ascertain, in only 4
(2.5%) of 160 patients referred by a general
practitioner, was the patient prescribed
antipsychotic medication prior to contact
with services. In all 4 patients the general
practitioner started antipsychotic medi-
cation pending referral to services, and in
no patient did contact with services occur
more than 2 weeks after antipsychotic
medication was prescribed. Consequently,
although some patients did receive anti-
psychotic medication for a short period
prior to contact with secondary mental
health services, this number was small and
would not affect our results. In general,
given the varying definitions, absolute
estimates of DUP have to be considered
should not
undermine comparisons of DUP between

cautiously. However, this
groups within individual studies, if the
definitions have been applied reliably.
Our interrater reliability exercise showed
very good reliability between those rating
DUP.

To rate DUP we used all available in-
formation from interviews with patients
and relatives and from case records; for a
proportion of patients the only available in-
formation was from case records. We made
a series of comparisons between patients
for whom we had key informant data and
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those for whom we did not, to assess
whether there was any notable difference
between them and to assess whether there
was any evidence of systematic information
bias. There was no evidence of any differ-
ence between the groups; importantly, there
was no evidence of a systematic difference
in estimates of DUP (see Table 1). Further-
more, we were not able to investigate the
role of substance use (or indeed other poss-
ible factors such as stigma and beliefs about
mental illness and mental health services) in
determining DUP, as these data were not
appropriately recorded for this study. This
is a limitation that needs to be considered
in future research.

Comparisons with
previous research

We found some evidence that DUP varied
by study setting: in general, periods of
untreated  psychosis
Nottingham than in south-east London.
Although our findings in relation to this

were shorter in

were not strong, they raise the important
possibility that DUP may (and perhaps
should be expected to) vary across different
settings. However, the same variables were
associated with DUP in the two samples;
some factors, it seems, increase DUP
independently of the overall social and
service context.

Clinical correlates

We found strong evidence to support our
first hypothesis that an insidious mode of
onset would be associated with a long
DUP; this held when other variables,
including diagnosis, were adjusted for. This
replicates findings from smaller studies
(Larsen et al, 1996) and is not surprising.
Research from the social sciences shows
that a common response to the develop-
ment of psychosis within families is an
attempt to normalise and adjust to the asso-
ciated behaviours. Where the development
of psychosis is characterised more by nega-
tive symptoms and is spread over a long
period, and the subsequent transition less
dramatic, the potential for families and
others to adjust and consequently delay
involving external agencies is no doubt
greater. Individuals with psychosis may
also be able to adjust their own lifestyles
to minimise the disruption and visibility of
their disorder. The reverse holds where
the onset is acute and involves a rapid
transformation in behaviour.

In relation to diagnosis, there was a ten-
dency for DUP to be longer in those with a
diagnosis of a non-affective psychosis com-
pared with those with an affective psycho-
sis. Only a limited number of previous
studies have reported on DUP and diag-
nosis, and all have reported similar findings
to ours. Craig et al (2000), for example,
in a population-based study of 429 first-
admission patients reported a significantly
longer median DUP for patients with
schizophrenia spectrum disorders (14
weeks) than for those with a manic psycho-
sis (1 week) or with a depressive psychosis
(3 weeks), findings notably similar to ours.
In our study we were able to take the next
step in adjusting for potential confounders
of the association between DUP and
diagnosis, notably mode of onset. When
we did this, the hazard ratio was markedly
reduced, suggesting that much of the differ-
ence in DUP between non-affective and
affective psychosis can be accounted for
by related differences in, for instance, mode
of onset.

Pathway and social correlates

Our second hypothesis, that indicators of
social isolation or poor social functioning
would be associated with a long DUP,
was only partially supported. Of the social
variables considered, employment status
had the strongest relationship with DUP, a
finding that has been reported in previous
studies (Barnes et al, 2000). It is not clear,
however, whether being unemployed leads
to a long DUP, perhaps through reducing
the visibility of psychosis and its socially
disruptive effects, or whether a long DUP
contributes to increasing social withdrawal
and reduced function, one consequence of
which is unemployment. Our final hypoth-
esis, that a long DUP would be associated
with absence of family involvement in the
pathway to care, was supported — a finding
that ties in with research showing social
networks to be particularly important in
facilitating access to care (Morgan et al,
2005). That said, in contrast to some pre-
vious studies (Drake et al, 2000; Skeate et
al, 2002), we found no association between
living alone and other possible indicators of
social isolation and a long DUP, or between
source of referral and a long DUP.

Determinants, implications
and confounders

Our findings suggest that the length of time
between the onset of psychosis and contact
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is influenced by features of both the illness
(mode of onset, initial diagnosis) and the
person’s social context (family involve-
ment, employment, local setting). Under-
standing what influences the time between
onset and contact with services is important
in informing services about the types of
strategies that are likely to help reduce
delays. Our findings suggest that DUP is
at least partly shaped by malleable social
factors, and as such should be amenable
to socially oriented interventions.

The more challenging issue is whether
DUP has an independent effect on out-
comes. This is an important question, given
that the assumption underpinning the de-
velopment of early intervention services in
the UK and elsewhere is that DUP does
have an impact on outcomes and that redu-
cing it not only alleviates unnecessary
suffering but also contributes to improving
outcomes. Our data suggest that a long
DUP is correlated with an early illness
course characterised by an insidious onset,
a non-affective diagnosis, and reduced
social networks and social function. Each
of these has been linked to poorer
outcomes, particularly insidious onset
(Jablensky et al, 1992; Harrison et al,
1996). Although the conceptual questions
regarding mode of onset noted above neces-
sarily temper any conclusions drawn from
our data, one interpretation is that these
features of early illness course are reflec-
tions of a more severe and chronic under-
lying illness, hence the strong associations
with poor outcomes, particularly continu-
ous illness course and negative symptoms.
As yet there is only limited research that
has adjusted for potential confounders,
mainly premorbid functioning (Harrigan
et al, 2003; Addington et al, 2004; Perkins
et al, 2004; Marshall et al, 2005), and the
effects of mode of onset and length of pro-
drome have been explored in only a small
number of studies (Verdoux et al, 2001;
Harrigan et al, 2003). It consequently re-
mains possible that the association between
DUP and outcomes is confounded, and
while this remains the case greater caution
is needed before basing wholesale service

reforms on the reported association
between DUP and outcomes.
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